In countries with a high prevalence of obesity, socioeconomic disadvantage is associated with a greater risk of excess bodyweight. This is true for those living in more disadvantaged and rural areas, those with lower levels of education and income and a number of minority groups. As obesity is associated with a range of adverse health outcomes, this is likely to translate to a substantial burden to socio-economic inequalities in health. In addition, recent evidence suggests that as we act to prevent obesity, there is a risk that greater benefits will be experienced by the more well-off in society, leaving those with greater socio-economic disadvantage further behind. Here we discuss some of the recent trends in obesity and demonstrate why deeper consideration of differences in trends and intervention effectiveness across socioeconomic groups is critical.
In high income countries children and adults living with greater disadvantage also experience a higher risk of overweight and obesity than their more advantaged counterparts [1, 2] . In low income countries the reverse is true. But in middle income countries, currently at the height of the epidemiological and nutrition transition, this is starting to switch to a negative gradient, similar to high income countries [3] .
A greater burden of obesity is seen across a range of markers of socioeconomic position, with prevalence rates in Australia around double for Indigenous Australians and for those living in the most disadvantaged areas [4, 5] . In high income countries children and adults with lower income and lower education generally experience more obesity, as do a number of ethnic minorities [1, 2] . These inequalities matter as they will translate into inequalities in health, wellbeing and productivity outcomes, potentially further steepening the health and social gradients already observed in our communities. Further, as the greatest burden of excess weight falls on the more disadvantaged, if we are unable to reduce these inequalities we are unlikely to substantially improve the population burden of obesityrelated disease and associated health care and productivity costs.
Last year, for the first time in 40 years there were reports from the United States that obesity prevalence in children had not increased in a number of states [6] . This was good news. However, in a number of the US jurisdictions reporting decreasing childhood obesity prevalence, there had been less or no progress in minority groups and for those living with greater poverty. In addition, a number of recent reports on childhood obesity trends around the world are suggesting that while obesity prevalence may no longer be increasing in more socio-economically advantaged children it is continuing to increase in those with greater disadvantage [7, 8] . In Australia, we estimated that if current rates of weight gain continue, by 2025 almost half of Australian adults with a lower level of education would be living with obesity, compared to around one in three of those with the highest levels of education [9] .
From these emerging data it appears we may be at a critical point in the obesity epidemic and acting now to prioritise decreasing socioeconomic inequalities in obesity may be more important than ever. Needless to say, we need continued investment into progressive social and economic policies that aim to reduce socio-economic inequalities in the fundamental determinants of good health such as education, housing, employment, and universal access to primary care [10] [11] [12] . But such policies need to coexist with a comprehensive range of actions that directly address socio-economic inequalities in obesity if we are to both prevent obesity and prevent a widening in socio-economic inequalities in health, wellbeing and productivity.
First we need to increase awareness, both in the need to address socio-economic inequalities in weight and in what can be done to mitigate widening inequalities. This will necessitate the regular collection of national population level data for systematic and routine monitoring of inequalities of obesity and its risk factors. The importance of this is exemplified by reports such as those described above, wherein the conclusion based on total population data (general improvement in childhood obesity across the US) is quite different to that based on analyses by socioeconomic groups (continued worsening of obesity rates for groups with a lower socio-economic position). Furthermore, it is incumbent upon us, as epidemiologists and public health researchers, to continually communicate our research findings to those with influence over policy decisions so that inequalities become a more central focus in decision making. It remains a challenge to elevate the issue of socio-economic inequalities in obesity to commonplace political understanding and action. However, recent global reports demonstrate increasing recognition and acceptance of doing precisely this [10] .
Second, we need to improve our understanding of what constitutes effective obesity prevention across different socio-economic groups. Globally the efforts to prevent and manage obesity are increasing. We know from other public health efforts that often the benefits are first experienced by the better off (those with relatively greater social and economic resources) before they are felt by the wider community (with more limited resources). This has been described for a number of public health issues, such as tobacco control [13] .
We are starting to see evidence of this potential widening of socio-economic inequalities through policy implementation for obesity prevention. We have recently demonstrated that of the few obesity prevention interventions that have been evaluated across different socioeconomic groups, around half the interventions were found to be effective for groups with high socio-economic position only [14] . Rather than wait in hope that intervention effectiveness will eventually reach those from lower socio-economic groups, our challenge is to identify strategies that will enable us to prevent obesity across the whole population, with greater impact where it is most needed. A lot more work is required to do this, however we do know that interventions and policies that are more likely to affect the environments in which we live are also more likely to lead to equitable benefits [14] (Backholer in press). For example, following the 2006 smoke-free legislation in Scotland, there was a substantial fall in hospital admissions for myocardial infarction, which was consistent across all socio-economic groups [15] . Parallel conclusions have been drawn from the reduction of blood folate levels following fortification of cereal products and from the reduction of dental caries following water fluoridation [16, 17] . We argue that greater consideration of some of the obesity prevention interventions that remove the structural barriers to healthy behavioural choices by changing our environment is needed. These include mandatory nutrition guidelines in all children's settings, restrictions to marketing of unhealthy food and drink, and pricing measures. Such interventions obviate the issues of uptake and compliance and thus more likely to be equitable across socio-economic groups. However, interventions of this type are politically difficult as they face civil libertarian arguments and involve multiple, often opposing, stakeholders. The challenge is to identify a constructive path forward so that broad action on obesity prevention continues at the same time as increasing our efforts to prioritise initiatives that mitigate socio-economic inequalities.
Third, this means that we need to give further thought to the combination of interventions we employ. We need to ensure that targeted approaches complement the (more politically palatable) information and knowledge -based policies, which are more likely to benefit those with higher socio-economic position (Backholer et al., in press ). For example, complementary interventions might include social marketing or targeted nutrition education to augment menu energy labelling in fast-food restaurants. Similarly, they may involve using revenue raised from food or beverage taxes to subsidise obesity prevention interventions in disadvantaged neighbourhoods. Related to this, we need increased awareness of the potential for targeted approaches in the broader context of population-level obesity prevention, building on our understanding of the specific barriers to effective intervention among lower socio-economic groups.
Clearly, a comprehensive approach is required to galvanise action against socio-economic inequalities in weight. Importantly, each of these steps requires ongoing communication amongst all those who have the potential to influence population health and wellbeing. These include researchers, community leaders and organisations, industry and government and must not be limited to the health sector. We need to act now to ensure that in our efforts to prevent obesity we can also limit its impact on socio-economic inequalities in health, wellbeing and productivity.
